EDITORIAL
Healthcare system failure: A planned strategy?
I have recently read an article that discussed an issue I have planned to address in an editorial. 1 It is probably written better than what follows, and it is certainly much longer and more detailed than our page limitations permit. In it, Dr. David Cossman analyzes the U.S. government's current intrusion into healthcare, the implications of the Patient Protection and Aff ordable Care Act (PPACA). He speculates insightfully about the U.S. government's intention to take over healthcare. I have reached similar conclusions, some of which I will highlight in this editorial, but I believe that Dr. Cossman's article is worthwhile reading for all of us.
Th ese issues have great potential impact on healthcare in general, but also on subspecialty care and clinical research. All otolaryngologists have benefi ted from the advances achieved through the traditional paradigm of medical practice in the United States. Th e opportunities for creative practice and independent financing of clinical research and treatment evaluation have led to remarkable advances in all areas of otolaryngology. We must consider how a major change in the business of medicine will aff ect our ability to provide world-class care, and to advance the fi eld.
PPACA is long, complex, and probably unmanageable. It appears to me that even the federal government must have recognized its shortcomings and could not blame them all on compromise. It made me wonder whether the administration really believed that all of the problems could be addressed in the execution, or whether the new healthcare system was actually expected to fail. I was uncertain whether its intrinsic fl aws were due to legislative incompetence/political expediency, or something more Machiavellian.
Dr. Cossman makes a strong case suggesting that the bill was "designed intentionally for failure because the architects were sore that they had to remove the public option and wanted to throw healthcare into chaos to expedite a second run at a federal takeover. " I had reached the same conclusion, and Dr. Cossman's cogent argument solidifi ed that belief.
Th ere are many fl aws in the new legislation, but some of the most glaring highlight the reasons that it is almost surely destined for failure. Th e law will add 32 million patients to insurance rolls. Th e insurance companies will surely benefi t, but will the medical system be able to provide the care that Americans have come to expect?
Th e law contains virtually none of the critical support to permit implementation. Th ere are no additional funds for establishing new medical schools, training more physicians, or even increasing the funding for postgraduate medical training. Th ere is no provision for more interns and residents to help create enough physicians to care for the increased volume of patients. Not only are there no funds to increase reimbursement for physicians forced to care for a greatly increased number of patients, but the government has actually cut physician reimbursement to help make the new healthcare law appear as if it is revenue-neutral.
Th ere is also a new Medicare tax increase of 3.8% on investment income, but there is nothing that allows physicians to either decrease their overhead costs while maintaining quality, or raise fees to compensate for increasing overhead. Th e bill also did not eliminate the sustainable growth rate calculation for physician payments. It easily could have helped physicians by subsidizing physician extenders, forgiving medical student loans (particularly since the government has now gone into the student loan business), or other measures.
At the same time, the bill creates approximately 150 new agencies, boards, and other organizations, and calls for 250,000 new federal employees to staff them at an estimated cost of approximately $1 trillion. Like most federal fi nancial projections, I believe that we can expect this to be an underestimate. Moreover, this is far more bureaucracy than is needed to enable private insurers to cover more patients or to monitor the process. However, if a bureaucracy that size should already be in place and already budgeted when the government decides to impose a single-payer system, it might be very handy for our "friends" in Washington. Th ey might even use this massive federal structure to argue At our practice, the doctors are considered the most important asset.
As a physician, I feel like my opinions are always valued and that I have a real stake in shaping our future. There are many ways to collaborate. I chose to be a regional medical director, and now I'm playing a critical role in determining the direction of our organization. -Jason Swerdloff , MD " " Tampa, FL
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So, what can we expect? Dr. Cossman and I have reached the same conclusion. I believe that we can expect the current eff ort to fail, and I think we can expect the government to use the resulting chaos and disappointment to try to take over healthcare. Many physicians are likely to try to address this problem by dropping out of the insurance system, becoming either nonparticipating physicians or concierge physicians. However, if we think that this safeguard will work, we are being profoundly naïve politically.
Th e government's most likely response would be to force us by law to treat every patient who walks through the door. Impossible in a free society, you say? If you think so, ask your local hospital CEO. Th e Emergency Medical Treatment and Active Labor Act (EMTALA) already requires hospitals to care for anyone who shows up in the emergency room. Requiring physicians to do the same thing will not seem like such a big step on Capital Hill. Th ere are already states with laws that have moved in that direction, although not globally. For example, in Pennsylvania, it is illegal to charge, or accept from, a Medicare-eligible patient any more money than Medicare would have paid, regardless of whether the physician participates in Medicare (Medicare Overcharge Measure, 35 P.S., Section 449.33). However, it is still possible, although onerous, for physicians to refuse to treat patients who are eligible for Medicare. So far, I am not aware of any physicians who have stopped seeing Medicare patients, but if enough chose that strategy, the response might well be a law precluding us from doing so.
We and our patients are in trouble, and there is reason to believe that it is going to get worse. As Dr. Cossman pointed out, "Takings are supposed to be illegal. " However, there is reason to worry that the government is headed toward seizing our intellectual property and ability to control our profession. If current law is any example, we are unlikely to even be compensated (as we would if the government seized our land by eminent domain). We are likely to be expected to continue paying for our own education, overhead, malpractice costs, and all of the other expenses of medical practice, and yet have the federal government limit not only our incomes but also our abilities to choose how we practice and whom we treat. Perhaps the Supreme Court might determine that this federal approach is uncon-stitutional (challenges already have been raised); but there is little sympathy for, or understanding of, our position and concerns among the voting public. So, when the federal government tries again to dismantle traditional American medicine, remove it from the free market, put it under federal control, and assure the voting public that this is the solution to aff ordable care, there is a chance that the government will succeed. Sadly, by the time patients realize what this means in terms of quality care and physician attention, it will be too late.
We need to recognize the dangers now and do everything that we can to protect freedom of medical practice before more damage is done. Th at includes being much more generous with political action committee contributions than we have been traditionally, and it includes supporting politicians who understand the importance of free market forces and physician independence in the U.S. healthcare industry. Our traditional system has created extraordinary advances in medical care. Th ese have resulted in the development of world-class subspecialty care in many fi elds, and major discoveries through research funded not only federally but also privately through healthcare revenues and corporate support. Neurotology, laryngology, rhinosinusology, pediatric otolaryngology, and virtually all other subspecialties of otolaryngology have evolved through scientifi c and technologic advances made possible through the existing approach to medical practice. Th ese advances have helped not only ENT patients in the United States, but also otolaryngologists and their patients throughout the world.
Th ere are many ways to provide healthcare for everyone in the United States without dismantling the uniquely successful tradition of medical practice. We have been too quiet for too long. If we do not step up and intervene now, it may be too late sooner than we think.
